the reaction of degeneration. There was impairmiient of light touch over the ulnar area of the hand. The ulnar nerve was very prominent behind the internal condyle, and was enlarged in a spindle-shaped manner. It was inore movable than normal, but could not be made to pass over the condyle. Full extension of the elbow-joint was impossible, and there appeared to be some bony thickening beneath the ulnar nerve. There was no history of any injury to the joint or of any inflanmmatory trouble. X-ray examination showed changes due to osteo-arthritis. The opposite elbow-joint and ulnar nerve were normal. show that there had been no retrogression in his condition. J. P. B., aged 19, was adnlitted into Westminster Hospital on October 3, 1905. While in the Militia, during the early part of that year, a swelling appeared behind the left side of the jaw. This was opened by a surgeon on April 27, 1905, and when the patient recovered from the operation he found that the left side of his face was paralysed. On admllission to Westminster Hospital it was noted that the left half of the mouth dropped, the left palpebral fissure was larger than the right, the left side of the forehead was unwrinkled, the cheek was flattened, the tongue deviated slightly to the right, and the palate maoved normally, the uvula being in the middle line; food accumulated in the left cheek. There were also epiphora and dribbling of saliva on the left side. He could not whistle nor draw in the cheek, and he had lost all taste on the anterior part of the left side of the tongue.
On October 16, 1905, an anastomosis was carried out. It was evident that at the previous operation either the facial trunk, immediately before its division, or more probably its two main branches, the teiuporo-facial and the cervico-facial, had been severed. Careful search Trans. CliGt. Soc., Loiid., 1907, xl, p. 264. was made, and with considerable difficulty the two branches were found. A further dissection was made to expose the hypoglossal nerve. A large part of the digastric and stylohyoid muscles was removed, the hypoglossal nerve freed and brought upwards as near to the facial as possible. Two incisions were made with a tenotomy knife deeply into the hypoglossal nerve, and the distal ends of the facial branches were implanted into it laterally, and sutured there with silk. After the operation great care was taken to prevent all movement of the neck and head for fourteen days.
A week after the operation recovery began, and it was noted that the palpebral fissure was lessened in size and the eye could be temporarily closed. Twelve days after the operation the patient began to move the left angle of the mouth. Improvemiient was continuous from this time. On March 22, 1907, he could wrinkle the left side of the forehead, close the left eye firmly, and draw the left angle of the mouth well outward and upward. The left ala nasi moved simultaneously with the mouth, and there was some flickering of the muscles of the chin on that side. When he put the left side of the face in action the tongue was drawn over to the right side. The patient stated that on moving the face he did not nmove the tongue at the same time. There was a little thickness of speech, and there was some wasting of the left side of the tongue. Food no longer accumulated in the cheek.
March 12, 1909: The improvement had been very well maintained. There were no associated imovements of tongue and face. He closed the eye firmly, and beyond the fact that there was some little drooping of the left angle of the mnouth in repose the result was perfect. CASE II. COMPLETE PARALYSIS OF THE GASTROCNEMIUS AND SOLEIJS; COMPLETE TALIPES CALCANEUS; NERVE-GRAFTING; CONSIDERABLE RECOVERY OF POWER.
This case also was exhibited on March 22, 1907,1 but was brought forward again in order to show that further recovery of the muscles had taken place. The previous notes were briefly as follows: F. R., aged 9, was admitted to Westminster Hospital on October 21, 1905, suffering from talipes calcaneus of seven years' duration. He had been in the West End Hospital for Paralysis for two months for massage and electricity, but had not improved. The foot was in a position of I Tranis. Clin. Soc., Loiid., 1907, xl, p. 267. marked talipes calcaneus, with great contraction of the plantar fascia. There was a very slight degree of plantar flexion, due to the action of the deep muscles of the leg.
After section of the plantar fascia, on November 13, 1905, the nerves to the gastrocnemius and soleus were separated from the internal popliteal, and implanted laterally into the external. On January 9, 1906, when the foot was dorsiflexed and some resistance was opposed, the tendo Achillis could be felt to harden very distinctly. On January 31, 1906, the voluntary movement of the heel upward was more marked. On May 9 it was noticed that he could flex and extend the left ankle well when the foot was off the ground. On March 13, 1907, it was found that the gastrocnemius and soleus reacted to the faradic current, while with the galvanic current K.C.C. was greater than A.C.C. When the foot was plantar flexed it required a considerable effort on the part of the observer to overcome the contraction of the gastrocnemius and soleus, and the tension of the tendo Achillis was very considerable. The range of ankle movement had become almost normal, but he was unable, whilst standing on the affected foot, to raise the heel from the ground.
In this case the improvement had been continuous, both as to the strength of the muscles and the mode of walking, but there was still room for further recovery of the muscles.
CASE III. SEVERE TEARIN-G LESION OF THE SUPRACLAVICULAR PART
OF THE BRACHIAL PLEXUS AND COMPLETE PARALYSIS OF THE RIGHT ARM; NERVE ANASTOMOSIS; PARTIAL RECOVERY. E. J. S., aged 25, a sailor, was admitted to Westminster Hospital in January, 1906. The history was that on August 20, 1905, he was thrown against the bulwarks of a ship by a wave coming on deck. He was picked up unconscious and the right arm-i was limp. When the ship arrived at New York he was taken to a hospital, and was trephined over the left Rolandic area, but no lesion was found. At the time of injury it was noticed that the right supraclavicular region was much bruised and swollen. He was admitted to Westminster Hospital in January, 1906, with complete flaccid paralysis of the right arm, including the pectorals, but not the serratus magnus nor the trapezius.
There was complete ancesthesia of the limb, except over the area supplied by the intercosto-humeral nerve.
An operation was performed on February 12, 1906, and consisted in exposure of the whole length of the brachial plexus from the spine to the lower part of the anterior axillary fold, entailing division of the clavicle. The supraclavicular part of the plexus was completely enveloped and lost in a dense mass of fibrous tissue. When this had been dissected away there was found in the uppermost part of the fifth nerve cord a fibroneuroma. This was renmoved, and the distal part of the fifth cord was grafted into the sixth. The condition of the other cords appeared to be healthy, and it seemed that the paralysis below might be due to compression by scar tissue.
On February 14 the patient thought that he felt a tingling sensation in the fingers, but no objective sign of sensation could be demonstrated-in fact, there was not the slightest evidence of recovery for two years. He was seen again on March 12, 1908, when it was observed that there was return of power in the biceps, so that he could flex the forearm to right angle, and there was some recovery in the deltoid.
On March 12, 1909, there wafs complete power of flexion in the biceps and the deltoid acted, so that he could bring his arm away from the side for about four inches. The biceps, though smaller than the one on the opposite side, was of considerable size and firm and solid when contracted, so that there was no doubt of its recovery. The fibres of the deltoid could be felt to harden when attempt,s were made to abduct the arnm.
With regard to sensation, it was present all over the skin of the upper arm down to the elbow, although it was poorly marked on the lower half of the outer side of the upper armn. Sensation was present in the following areas:
(1) The cutaneous branches of the circumflex nerve derived from the fifth and sixth cervical roots.
(2) The upper external cutaneous branch of the musculospiral, derived from the sixth and seventh cervical roots.
(3) The internal cutaneous branch of the musculospiral, derived from the fifth cervical root.
(4) The lesser internal cutaneous nerve, derived from sixth ( ?) cervical root.
(5) And, as before mentioned, over the intercosto-humeral nerve, derived from the second dorsal root.
So far this recovery of motor power was limited to the biceps and the deltoid partially. The supinator longus and the muscles below the elbow did not respond. Sensation was gradually advancing down the arm, and recovery, although slow, was continuous.
